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Initial Comment

This Statement of Deficiencies was generated as
a result of a State Licensure survey conducted in
your facility on 8/5/08.

This State Licensure survey was conducted by
authority of NAC 449, Homes for Individual
Residential Care, adopted by the State Board of
Health on November 29, 1999.

The census at the time of the survey was two.
Two resident files and one discharge file were
reviewed.

Director Duties-Document Abilities

NAC 449.15523 Director: Duties. (NRS 449.249)
The director of a home shall:

2. Ensure that the needs of each resident of the
home are assessed upon admission of the
resident to the home, and that the assessment is
updated as the needs of the resident change.
Such an assessment must include:

(a) Documentation of the abilities of the resident
to function independently; and

This Regulation is not met as evidenced by:
Based on record review on 8/5/08, the facility
failed to document at admission the abilities of 2
of 2 residents to function independently.

Findings include:

A review of Resident #1's file and Resident #2's
file revealed the facility had not assessed each
resident upon admission for their abilities to
function independently.
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If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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NAC 449.15523 Director: Duties. (NRS 449.249)
The director of a home shall:

2. Ensure that the needs of each resident of the
home are assessed upon admission of the
resident to the home, and that the assessment is
updated as the needs of the resident change.
Such an assessment must include:

(b) A Complete list of the matters for which the
resident requires assistance.

This Regulation is not met as evidenced by:
Based on record review on 8/5/08, the facility
failed to list items in which 2 of 2 residents
required assistance.

Findings include:

A record review of Resident #1's file and
Resident #2's file revealed the facility had not
assessed each resident upon admission for
areas in which they needed assistance.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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